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Abstract

Purpose Hepatitis B viral markers may be useful for

predicting outcomes such as liver-related deaths or devel-

opment of hepatocellular carcinoma. We determined the

frequency of these markers in different clinical stages of

chronic hepatitis B infection.

Methods We compared baseline hepatitis B viral mark-

ers in 317 patients who were enrolled in a prospective

study and identified the frequency of these tests in immune-

tolerant (IT) patients, in inactive carriers, and in patients

with either hepatitis B e antigen (HBeAg)-positive or

HBeAg-negative chronic hepatitis or cirrhosis.

Results IT patients were youngest (median age 27 years)

and HBeAg-negative patients with cirrhosis were oldest

(median age 58 years) (p = 0.03 to\0.0001). The male to

female ratio was similar both in IT patients and in inactive

carriers, but there was a male preponderance both in

patients with chronic hepatitis and in patients with cirrhosis

(p \ 0.0001). The A1896 precore mutants were most pre-

valent in inactive carriers (36.4%) and HBeAg-negative

patients with chronic hepatitis (38.8%; p \ 0.0001), and

the T1762/A1764 basal core promoter mutants were most

often detected in HBeAg-negative patients with cirrhosis

(65.1%; p = 0.02). Genotype A was detected only in 5.3%

of IT patients, and genotype B was least often detected in

both HBeAg-Positive patients with chronic hepatitis and

cirrhosis (p = 0.03). The hepatitis B viral DNA levels were

lowest in inactive carriers (2.69 log10 IU/mL) and highest

in IT patients (6.80 log10 IU/mL; p = 0.02 to\0.0001). At

follow-up, HBeAg-positive and HBeAg-negative patients

with cirrhosis accounted for 57 of 64 (89.1%) liver-related

deaths (p \ 0.0001).

Conclusion Differences in baseline hepatitis B viral

markers were detected in patients in various clinical stages

of hepatitis B virus infection. HBeAg-positive and HBeAg-

negative patients with cirrhosis accounted for the majority

of the liver-related fatalities.
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Abbreviations

Anti-HBe Hepatitis B e antibody

BCP Basal core promoter

CH Chronic hepatitis

HBsAg Hepatitis B surface antigen

HBeAg Hepatitis B e antigen

HBV Hepatitis B virus

HBV DNA Hepatitis B viral DNA

HCC Hepatocellular carcinoma

IC Inactive carrier
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IT Immune tolerant

PC Precore

Introduction

Patients with chronic hepatitis (CH) B have different clin-

ical presentations. On initial evaluation in the clinic, routine

liver, hematologic, and virologic tests are obtained and a

liver biopsy may be required for diagnosis. Thereafter,

patients may be placed into one of several clinical catego-

ries. Those with chronic hepatitis will have elevated serum

aminotransferase levels and liver biopsy findings that show

grade 1–3 inflammation and stage 1–3 fibrosis, whereas

patients with cirrhosis may have clinical evidence of

chronic liver disease, decreased platelet counts, and histo-

logic findings of grade 4 inflammation and stage 4 fibrosis

[1]. More difficult to categorize are hepatitis B surface

antigen (HBsAg)-positive patients who are asymptomatic,

have normal liver tests, and whose liver biopsy results may

not be available to assist with diagnosis. In these patients,

those who are hepatitis B e antigen (HBeAg) negative with

low or undetectable levels of hepatitis B viral DNA (HBV

DNA) are considered inactive carriers, whereas others who

are HBeAg positive with high levels of HBV DNA are

categorized as ‘‘immune tolerant (IT) [2]. In a clinical set-

ting, these latter patients are virologic ‘‘active’’ carriers

since histologic findings show little or no fibrosis [3].

Recently, the availability of other hepatitis B viral

markers has shed further light on their potential roles in

identifying patients who develop liver complications. The

presence of high levels of HBV DNA has been associated

with progression to cirrhosis and to the development of

hepatocellular carcinoma (HCC) [4, 5]. Also, hepatitis B

virus (HBV) genotype C and specific alleles of the basal core

promoter (BCP) and precore (PC) genes were associated

with a high risk of developing HCC [6]. The T1762/A1764

BCP mutants have been associated with progressive liver

disease, hepatic decompensation, and HCC [7–9]. The role

of A1896 PC mutants is less clear since reports from Asia

showed that there was no difference in its prevalence in

patients with or without liver complications, and its selection

may actually lead to the inactivation of ongoing liver disease

[8, 9]. However, reports from Europe showed that the A1896

PC mutants were associated with an aggressive form of

HBeAg-negative chronic hepatitis [10, 11].

A recent report from the Agency for Healthcare

Research and Quality on management of CHB suggested

that patients in different clinical stages of CHB needed to

be more clearly defined, since antiviral treatment guides for

hepatitis B are based on specific categories of patients [12].

Accordingly, the report herein describes differences in the

baseline laboratory tests and HBV viral markers of patients

in different clinical stages of CHB. These observations may

be useful in identifying patients who will have liver disease

progression and therefore be the main targets for antiviral

therapy.

Methods

Patients

From January 1989 to March 1998, HBsAg-positive patients

who presented at our clinic in Pasadena, CA, were enrolled

in a prospective follow-up study [1]. Patients who were

positive for anti-HCV or HIV, or had a history of alcoholism

or other chronic liver diseases such as hemochromatosis and

autoimmune hepatitis, were excluded. During the first visit,

routine liver and hematologic tests and HBeAg serocon-

version rates were obtained. Serum was collected from each

patient, stored at -70�C, and later tested for HBV DNA,

BCP mutants, PC mutants, and HBV genotypes in one

research laboratory [7]. For the present analysis, HBsAg-

positive patients were stratified into six clinical categories:

(1) immune tolerant, (2) inactive carriers, (3) HBeAg-posi-

tive chronic hepatitis, (4) HBeAg-negative chronic hepatitis,

(5) HBeAg-positive cirrhosis, and (6) HBeAg-negative cir-

rhosis. By definition, IT patients were HBeAg positive, had

normal alanine aminotransferase (ALT) levels, and had

HBV DNA values of more than 20,000 IU/mL, whereas

inactive carriers were HBeAg negative, had normal ALT

values, and their HBV DNA levels were 20,000 IU/mL or

less [13, 14]. At baseline, patients in the latter two categories

were asymptomatic, and liver biopsies were not requested.

One hundred forty-four HBsAg-positive patients had ele-

vated serum aminotransferase levels, and all had liver

biopsies (grades 1–3 and stages 1–3), confirming the diag-

nosis of chronic hepatitis. One hundred thirty patients had

abnormal liver tests and had clinical stigmata of chronic liver

disease [15]. Liver biopsies were obtained from 109 of these

patients, which showed the presence of cirrhosis. The

remaining 21 patients had platelet counts below 75,000 mm3

and liver biopsies were not performed because of the risk of

bleeding. The subsequent clinical outcomes in these patients

have been reported [1].

Statistical analysis

The baseline data were descriptively summarized and the

assessment of differences was completed using the analysis

of variance with post hoc pairwise Student t tests for

parametric data. Categorical data were summarized using

frequencies and analyzed by Chi-squared analyses for the

assessment of differences. All statistical significance values

were assessed at p \ 0.05.
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Results

Baseline characteristics

The median age of the 317 HBsAg-positive patients was

49 (6, 80) years, 76% were men and 76% were Asian

(Table 1). One hundred eighty-one (57%) patients were

HBeAg positive, 53% had genotype C, 28% had A1896 PC

mutants, and 45% had T1762/A1764 BCP mutants. The

median HBV DNA level was 5.2 (0, 9.2) log10 IU/mL.

Baselines characteristics and laboratory tests by clinical

status

Compared with others, IT patients were significantly

younger in age, and HBeAg-negative patients with cir-

rhosis were older in age (p = 0.03 to \0.0001; Table 2).

The male to female ratios were similar in the IT patients

and inactive carriers, but there was an increase in male

preponderance in the chronic hepatitis and cirrhosis groups

(p \ 0.0001; Table 3). Compared with others, the HBeAg-

positive and HBeAg-negative patients with cirrhosis had

the lowest albumin values and platelet counts (p = 0.04 to

\0.0001).

Virologic tests by clinical status

Compared with others, IT patients had the highest median

HBV DNA levels (6.81 log10 IU/mL, p = 0.02 to

\0.0001), and inactive carriers had the lowest HBV DNA

values (2.96 log10 IU/ml, p = 0.02 to \0.0001) compared

with other groups (Table 2). Genotype A was least often

detected in IT patients, and genotype B was least often

detected in both HBeAg-positive patients with chronic

hepatitis and cirrhosis (p = 0.03; Table 3). The A1896 PC

mutants were more frequently detected in inactive carriers

(36.4%) and in HBeAg-negative patients with chronic

hepatitis (38.8%, p \ 0.0001). The T1762/A1764 BCP

mutants were most often detected in HBeAg-negative

patients with cirrhosis (65.1%, p = 0.02). A scheme on the

progression of CHB, which includes our findings in each

clinical category, is shown in Fig. 1.

Liver-related deaths

During a mean follow-up of 84 months, 30 developed HCC

and 37 died from non-HCC liver-related complications [1].

Most deaths (89%) occurred in the HBeAg-positive and

HBeAg-negative patients with cirrhosis (p \ 0.0001;

Table 4).

Discussion

The natural history of CHB consists of four phases [2]. The

first is the immune tolerance phase, which is mainly

observed in younger patients who acquire HBV infection

either at birth from HBsAg-positive mothers or by expo-

sure during early childhood. These individuals have no

symptoms, liver tests are normal, HBeAg is positive, and

high circulating levels of HBV DNA ([20,000 IU/mL) are

observed. The second is the immune clearance phase,

which occurs in the second or third decade of life during

which time patients are still HBeAg positive and have high

HBV DNA levels, but the serum ALT levels are elevated.

In this phase, liver biopsy findings show active inflamma-

tion and fibrosis. There are three potential sequelae to the

second phase. Patients may either (1) remain HBeAg

positive with future episodes of HBV reactivation, (2)

undergo seroconversion to hepatitis B e antibody (anti-

HBe) positivity and enter into the IC phase, or (3) progress

to HBeAg-negative chronic hepatitis. Phase 3 is the IC

phase characterized by anti-HBe positivity, normal ALT

values, and low or undetectable serum HBV DNA levels.

Phase 4 is reactivation of HBV after HBeAg seroconver-

sion and is referred to as HBeAg-negative chronic hepati-

tis. In this phase, ALT levels are elevated, HBV DNA

levels are high, and histologic features on liver biopsy

Table 1 Baseline characteristics of 317 HBsAg-positive patients

Age (years)a 49 (6, 80)

Males 240 (76%)

Asians 240 (76%)

Albumin (g/dL)a 4.2 (1.9, 5.1)

Bilirubin (mg/dL)a 0.7 (0.1, 3.9)

AST (U/L)a 43 (8, 980)

ALT (U/L)a 50 (1, 620)

Platelets (9103 mm3)a 188 (34, 527)

HBeAg

? 181 (57%)

- 136 (43%)

Genotype (273)b

A 49 (18%)

B 73 (27%)

C 145 (53%)

Mixed 6 (2%)

Precore (311)b

A1896 mutant 88 (28%)

Wild 223 (72%)

Basal core promoter (246)b

T1762/A1764 mutant 110 (45%)

Wild 136 (55%)

HBV DNA (log10 IU/mL)a 5.2 (0, 9.2)

a Median (minimal, maximal)
b Number detectable in 317 patients
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show progressive inflammation and fibrosis. Although of

value for understanding the natural history of hepatitis B,

the four phases are neither helpful in identifying the clin-

ical stages of patients presenting to the physician with CHB

nor useful when evaluating patients for potential antiviral

therapy.

There are few studies identifying prognostic baseline

characteristics in patients in the four phases of CHB

infection, but reports are available on the prevalence of

hepatitis B viral markers in various clinical settings of

CHB. A recent study from Hong Kong described the course

of 57 patients considered to be in the IT phase of CHB [3].

By definition, all patients were HBeAg positive, 32 had

genotype B and 25 had genotype C, and the mean HBV

was 9.1 log10 IU/mL. Liver biopsy findings showed that 19

had fibrosis stage 0 and 38 had fibrosis stage 1. A report

from Taiwan showed that 71% of asymptomatic carriers

were genotype B compared with 15–23% with genotype C

[9, 16]. Genotype C was associated with lower rates of

HBeAg seroconversion, which occurred at an older age,

and these patients were more likely to have worse clinical

outcomes than genotype B patients [17, 18]. Also,

Table 2 Bivariate analysis of continuous variables in 317 HBsAg-positive patients

Immune-tolerant

HBeAg? (no. 19)

Inactive carrier

HBeAg- (no. 24)

Chronic hepatitis Cirrhosis p value

HBeAg?

(no. 93)

HBeAg-

(no. 51)

HBeAg?

(no. 69)

HBeAg-

(no. 61)

Age (years) 27 (9, 63) 45 (16, 64) 44 (6, 77) 49 (16, 75) 54 (22, 78) 58 (28, 80) 0.03 to \0.0001

Albumin (mg/dL) 4.4 (3.5, 4.8) 4.4 (2.8, 5) 4.3 (1.9, 5) 4.4 (3.4, 4.9) 3.9 (2.2, 5.1) 3.9 (1.9, 5) \0.0001

Bilirubin (mg/dL) 0.5 (0.2, 1.4) 0.6 (0.1, 1) 0.6 (0.1, 3.2) 0.6 (0.3, 1.4) 0.8 (0.2, 2.8) 1.0 (0.3, 3.9) 0.46

ALT (U/L) 27 (1, 45) 23 (2, 45) 58 (2, 436) 45 (1, 98) 67 (1, 500) 52 (9, 620) 0.05 to \0.000

AST (U/L) 28 (11, 45) 21.5 (15,45) 43 (8, 239) 39 (12, 126) 55 (18, 270) 51 (15, 980) 0.04–0.001

Platelets

(9103 mm3)

268 (160, 527) 200 (103, 334) 202 (87, 376) 205 (79, 314) 140 (34, 336) 113 (44, 311) 0.0002 to \0.0001

HBV DNA

(log10 IU/mL)

6.81 (4.31, 8.49) 2.69 (0, 4.26) 5.55 (0, 8.97) 4.98 (0, 9.02) 4.91 (0, 9.20) 5.51 (0, 8.97) 0.02 to \0.0001

Values represent median (minimal, maximal)

ALT alanine aminotransferase, AST aspartate aminotransferase

Table 3 Bivariate analysis of discrete variables in HBsAg-positive patients

Immune-tolerant

HBeAg? (no. 19)

Inactive carrier

HBeAg- (no. 24)

Chronic hepatitis Cirrhosis p value

HBeAg?

(no. 93)

HBeAg-

(no. 51)

HBeAg?

(no. 69)

HBeAg-

(no. 61)

Sex \0.0001

Male 9 (47.4%) 12 (50%) 75 (80.7%) 33 (64.7%) 56 (81.2%) 55 (90.2%)

Female 10 (52.6%) 12 (50%) 18 (19.3%) 18 (39.3%) 13 (18.8%) 6 (9.8%)

Race 0.007

Asian 18 (94.7%) 18 (75%) 73 (78.5%) 40 (78.4%) 41 (59.4%) 50 (82%)

Non-Asian 1 (5.3%) 6 (25%) 20 (21.5%) 11 (21.6%) 28 (40.6%) 11 (18%)

Genotype (no. 273) 0.03

A 1 (5.3%) 3 (18.7%) 19 (21.6%) 5 (12.8%) 16 (26.2%) 5 (10%)

B 7 (36.8%) 6 (37.5%) 17 (19.3%) 15 (38.5%) 8 (13.1%) 20 (40%)

C 11 (57.9%) 7 (43.7%) 50 (56.8%) 19 (48.7%) 34 (55.7%) 24 (48%)

Mixed 0 0 2 (2.3%) 0 3 (4.9%) 1 (2%)

Precore (no. 311) \0.0001

A1896 mutant 4 (21%) 8 (36.4%) 11 (11.8%) 19 (38.8%) 17 (24.6%) 29 (29.1%)

Wild 15 (79%) 14 (63.6%) 82 (88.2%) 30 (61.2%) 52 (75.4%) 30 (50.8%)

Basal core promoter (no. 246) 0.02

T1762/A1764 mutant 7 (43.7%) 6 (54.5%) 26 (32.1%) 16 (44.4%) 27 (45.8%) 28 (65.1%)

Wild 9 (56.2%) 5 (45.5%) 55 (67.9%) 20 (55.6%) 32 (54.2%) 15 (34.9%)
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genotype C was more prevalent in patients with cirrhosis

than in asymptomatic carriers, and genotype B patients

were less apt to progress to cirrhosis [9]. In an 11-year

follow-up study from Taiwan, elevated HBV DNA levels

at baseline were associated with progression to cirrhosis

[5]. This was evident even in patients who were HBeAg

negative and had normal ALT levels at baseline. Another

report from China indicated that compared with HBV

carriers with low or undetectable viral loads, those with

high viral loads tended to have adverse clinical outcomes

[19]. Reports from Europe indicated that mutations in the

nucleotide 1896 and nucleotide 1762/1764 regions of the

hepatitis B core genome were associated with progressive

HBeAg-negative chronic hepatitis [11, 20]. Liver biopsy

findings in these latter patients showed that more than 5%

had moderate to severe inflammation and up to 40% had

cirrhosis [21, 22]. Also, the risk of cirrhosis was reported to

be higher in the HBeAg-negative patients with chronic

hepatitis than in the HBeAg-positive patients with chronic

hepatitis [23]. However, reports from Asia indicated that

acquisition of A1896 PC mutants may lead to inactive liver

disease and that similar percentages of A1896 PC muta-

tions were detected in asymptomatic carriers and patients

with cirrhosis and HCC [9, 24]. At present, the role of

A1896 PC mutants in the progression of liver disease

remains unclear. On the other hand, the T1762/A1764 BCP

mutants have been associated with liver disease

Immune Tolerant Inactive Carrier 

HBeAg + ALT 27 U/L HBeAg - ALT 22 U/L 

Age 27 yrs M:F 1:1 Age 45 yrs M:F 0.9:1

PCM 21% BCPM 44% PCM 36% BCPM 54%

HBV DNA: 6.81 log10 IU/ml HBV DNA: 2.69 log10 IU/ml 

Chronic Hepatitis Chronic Hepatitis 

HBeAg + ALT 58 U/L HBeAg - ALT 45 U/L 

Age 44 yrs M:F 4.2:1 Age 49 yrs M:F 1.8:1

PCM 12% BCPM 32% PCM 39% BCPM 44%

HBV DNA: 5.55 log10 IU/ml HBV DNA: 4.98 log10 IU/ml 

Cirrhosis Cirrhosis 

HBeAg + ALT 67 U/L HBeAg - ALT 52 U/L 

Age 54 yrs M:F 4.3:1 Age 58 yrs M:F 9.2:1

PCM 25% BCPM 46% PCM 29% BCPM 65%

HBV DNA: 4.91 log10 IU/ml HBV DNA: 5.51 log10 IU/ml 

Fig. 1 A scheme on the

progression of chronic hepatitis

B infection. ALT, age and HBV

DNA expressed as medians;

HBV DNA in log10 IU/mL;

ALT alanine aminotransferase,

PCM precore mutant, BCPM
basal core promoter mutant

Table 4 Liver-related deaths in 317 patients with chronic hepatitis B

No. of deaths from

liver-related

complications (%)

Immune tolerant (no. 19) 0

Inactive carriers (no. 24) 0

Chronic hepatitisa

HBeAg? (no. 93) 5 (5.4%)

HBeAg- (no. 51) 2 (3.9%)

Cirrhosisb

HBeAg? (No. 69)c 29 (42%)

HBeAg- (No. 61)d 28 (45.9%)

Total 64 (20.2%)

a All deaths from HCC
b HBeAg-positive and HBeAg-negative cirrhosis patients versus

others: p \ 0.0001
c Seven deaths from HCC; 22 deaths from non-HCC liver

complications
d 13 deaths from HCC; 15 deaths from non-HCC liver complications
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progression, hepatic decompensation, and HCC develop-

ment [7–9].

In the report herein, we classified our patients into six

clinical categories. Age differences were noted, with IT

patients being the youngest and HBeAg-negative patients

with cirrhosis being the oldest. Gender differences were

also noted, with an equal male to female ratio in IT patients

and inactive carriers but a male preponderance in the

patients with chronic hepatitis and cirrhosis. The highest

HBV DNA levels were in the IT patients, and the lowest

levels in inactive carriers. There did not appear to be sig-

nificant differences in A1896 PC mutations since patients

with cirrhosis had similar prevalence as IT patients and

inactive carriers. HBeAg-negative patients with cirrhosis

had the highest prevalence of T1762/A1764 BCP mutants,

but our HBeAg-positive patients with cirrhosis had a

similar prevalence of T1762/A1764 BCP mutants as IT

patients and inactive carriers. These findings indicate that

basal core mutants may appear in HBeAg-positive patients

and may be independent of HBeAg seroconversion. Further

investigations of hepatitis B viral markers in different

categories of patients with hepatitis B relating to their

eventual clinical outcomes are warranted.

There are several limitations to our study. Liver biopsies

were not obtained for 96 clinically asymptomatic HBsAg-

positive patients who had normal liver tests [1]. By defi-

nition, 19 of these patients were classified as immune

tolerant since they were positive for HBeAg and their HBV

DNA levels were more than 20,000 IU/mL. Also, by def-

inition, 24 patients were classified as inactive carriers since

they were negative for HBeAg, had normal baseline ALT

levels, and their HBV DNA levels were equal to or less

than 20,000 IU/mL or undetectable. This level of HBV

DNA was chosen to identify patients with hepatitis B who

were inactive and nonprogressive since the lower limits of

detection for HBV DNA levels at that time period was

5 log10 IU/mL [13]. However, it has been recently reported

that 21–37% HBeAg-negative patients with persistently

normal ALT levels and HBV DNA levels of less than

5 log10 IU/mL may have liver biopsy findings of signifi-

cant inflammation and fibrosis [25, 26]. In addition, anti-

HBeAg-positive patients with HBV DNA levels of less

than 5 log10 IU/mL may still progress to cirrhosis, expe-

rience liver decompensation, and develop HCC [4, 5, 27,

28]. The level of HBV DNA that includes inactive carriers

may be less than 5 log10 IU/mL [29], but a cutoff level of

less than 4 log10 IU/mL may be more appropriate since

patients with HBV DNA levels above this value may still

develop liver-related complications [30]. In our inactive

carriers, the median HBV DNA level was 2.69 log10 IU/

mL. Also, serial measurements of ALT levels are necessary

to reaffirm the IC state if liver biopsies are not available

[14]. In our 24 inactive carriers, the serum ALT levels have

remained persistently normal over a 10-year period

(Fig. 2). In addition, there were 53 of the 96 remaining

patients who did not fit into these 2 categories. Of these, 47

were HBeAg negative and had normal ALT and HBV

DNA levels of 8.0 log10 IU/mL. It is possible that these

patients were in the quiescent phase of HBeAg-negative

chronic hepatitis. The remaining six patients were HBeAg

positive, had normal ALT and HBV DNA levels of

2.3 log10 IU/mL, and they may have been in the process of

HBeAg seroconversion. Up to the present, none of the ‘‘no

fit’’ patients have developed liver complication and are still

currently followed in our clinic. Another limitation is that

we analyzed only hepatitis B viral markers at baseline, and

it is possible that HBeAg seroconversion with subsequent

viral mutations as well as changes in HBV DNA levels

may have influenced the course of the disease.

In dividing our patients with hepatitis B into six clinical

categories, we were able to determine which categories of

patients eventually died from complications of hepatitis B

infection. Hepatitis B viral markers must be used in con-

junction with routine laboratory tests for clinical assess-

ment of patients and together the information will be useful

for the identification of patients who will require close

monitoring and who will need antiviral therapy.

Conflict of interest statement There is no conflict of interest to

disclose.

Open Access This article is distributed under the terms of the

Creative Commons Attribution Noncommercial License which per-

mits any noncommercial use, distribution, and reproduction in any

medium, provided the original author(s) and source are credited.

References

1. Tong MJ, Hsien C, Hsu L, Sun HE, Blatt LM. Treatment rec-

ommendations for chronic hepatitis B: an evaluation of current

guidelines based on a natural history study in the United States.

Hepatology 2008;48:1070–1078

2. Pungpapong S, Kim WR, Poterucha JJ. Natural history of hepa-

titis B virus infection: an update for clinicians. Mayo Clin Proc

2007;82:967–975

3. Hui CK, Leung N, Yuen ST, Zhang HY, Leung KW, Lu L, et al.

Natural history and disease progression in Chinese chronic

Fig. 2 The median ALT levels in inactive carriers over a 10-year

follow-up period. ALT alanine aminotransferase

Hepatol Int (2010) 4:516–522 521

123



hepatitis B patients in immune-tolerant phase. Hepatology

2007;46:395–401

4. Iloeje UH, Yang HI, Su J, Jen CL, You SL, Chen CJ. Predicting

cirrhosis risk based on the level of circulating hepatitis B viral

load. Gastroenterology 2006;130:678–686

5. Chen CJ, Yang HW, Su J, Jen CL, You SL, Lu SN, et al. Risk of

hepatocellular carcinoma across a biological gradient of serum

hepatitis B virus DNA level. JAMA 2006;295:65–73

6. Yang HI, Yeh SH, Chen PJ, Iloeje UH, Jen CJ, Su J, et al.

Associations between hepatitis B virus genotype and mutants and

the risk of hepatocellular carcinoma. J Natl Cancer Inst

2008;100:1134–1143

7. Tong MJ, Blatt LM, Kao JH, Cheng JT, Corey WG. Precore/basal

core promoter mutants and hepatitis B viral DNA levels as pre-

dictors for liver deaths and hepatocellular carcinoma. World J

Gastroenterol 2006;12:6620–6626

8. Yotsuyanagi H, Hino K, Tomita E, Toyoda J, Yasuda K, Iino S.

Precore and core promoter mutations, hepatitis B virus

DNA levels and progressive liver injury in chronic hepatitis B.

J Hepatol 2002;37:355–363

9. Kao JH, Chen PJ, Lai MY, Chen DS. Basal core promoter

mutations of hepatitis B virus increase the risk of hepatocellular

carcinoma in hepatitis B carriers. Gastroenterology 2003;24:327–

334

10. Carman WF, Jacyna MR, Hadziyannis S, Karayiannis P,

McGarvey MJ, Makris A, et al. Mutations preventing formation

of hepatitis B e antigen in patients with chronic hepatitis B

infection. Lancet 1989;2:588–591

11. Hunt CM, McGill JM, Allen MI, Condreay LD. Clinical rele-

vance of hepatitis B viral mutations. Hepatology 2000;31:1037–

1044

12. Wilt TJ, Shamliyan T, Shaukat A, Taylor BC, MacDonald R,

Yuan JM, et al. Management of chronic hepatitis B. Evidence

Report/Technology Assessment No. 174. AHRQ Publication No.

09-E002. Rockville, MD: Agency for Healthcare Research and

Quality; October 2008. Prepared by the Minnesota Evidence-

based Practice Center under Contract No. 290-02-0009

13. Lok AS, Heathcote EJ, Hoofnagle JH. Management of hepatitis

B: 2000—summary of a workshop. Gastroenterology 2001;120:

1828–1853

14. Fattovich G, Bortolotti F, Donato F. Natural history of chronic

hepatitis B: special emphasis on disease progression and prog-

nostic factors. J Hepatol 2008;48:335–352

15. Tong MJ, Hsien C, Song JJ, Kao JH, Sun HE, Hsu L, et al.

Factors associated with progression to hepatocellular carcinoma

and to death from liver complications in patients with HBsAg-

positive cirrhosis. Dig Dis Sci 2009;54:1337–1346

16. Kao JH, Chen PJ, Lai MY, Chen DS. Genotypes and clinical

phenotypes of hepatitis B virus in patients with chronic hepatitis

B virus infection. J Clin Microbiol 2002;40:1207–1209

17. Chu CJ, Hussain M, Lok AS. Hepatitis B virus genotype B is

associated with earlier HBeAg seroconversion compared with

hepatitis B virus genotype C. Gastroenterology 2002;122:1756–

1762

18. Kao JH, Chen PJ, Lai MY, Chen DS. Hepatitis B virus genotype

and spontaneous hepatitis B e antigen seroconversion in Tai-

wanese hepatitis B carriers. J Med Virol 2004;72:363–369

19. Chen BG, Liu CJ, Jow GM, Chen Pj, Kao JH, Chen DS. High

prevalence and mapping the pre-S deletion in hepatitis B virus

carriers with progressive liver disease. Gastroenterology

2006;130:1153–1168

20. Hadsiyannis SJ, Papatheodoridis GV. Hepatitis B e antigen-

negative chronic hepatitis B: natural history and treatment. Semin

Liver Dis 2006;26:130–141

21. Zarski JP, Marcellin P, Cohard M, Lutz JM, Bouche C, Rais A.

Comparison of anti-HBe positive and HBe-antigen-positive

chronic hepatitis B in France. J Hepatol 1994;20:636–640

22. Papatheodoridis GV, Dimou E, Dimakopoulos K, Manolakopo-

ulos S, Rapti I, Kitis G, et al. Outcome of hepatitis B e antigen-

negative chronic hepatitis B on long-term nucleos(t)ide analog

therapy starting with lamivudine. Hepatology 2005;42:121–129

23. Fattovich G. Natural history and prognosis of hepatitis B. Semin

Liver Dis 2003;23:47–58

24. Yuen MF, Sablon E, Yuan HJ, Hui CK, Wong DK, Doutreloigne

J, et al. Relationship between the development of precore and

core promoter mutations and hepatitis B e antigen seroconversion

in patients with chronic hepatitis B virus. J Infect Dis

2002;186:1335–1338

25. Lai M, Hyatt BJ, Nasser I, Curry M, Afdhal NH. The clinical

significance of persistently normal ALT in chronic hepatitis B

infection. J Hepatol 2007;47:760–767

26. Kumar M, Sarin SK, Hissar S, Pande C, Sakhuja P, Sharma BC,

et al. Virologic and histologic features of chronic hepatitis B

virus-infected asymptomatic patients with persistently normal

ALT. Gastroenterology 2008;134:1376–1384

27. Yuan HJ, Yuen MF, Wong DK, Sablon E, Lai CL. The rela-

tionship between HBV-DNA levels and cirrhosis-related com-

plications in Chinese with chronic hepatitis B. J Viral Hepat

2005;12:373–379

28. Yuen MF, Yuan HJ, Wong DK, Yuen JC, Wong WM, Chan AO,

et al. Prognostic determinants for chronic hepatitis B in Asians:

therapeutic implications. Gut 2005;54:1610–1614

29. Chu CJ, Hussain M, Lok AS. Quantitative serum HBV DNA

levels during different stages of chronic hepatitis B infection.

Hepatology 2002;36:1408–1415

30. Yuen MF. Revisiting the natural history of chronic hepatitis B:

impact of new concepts on clinical management. J Gastroenterol

Hepatol 2007;27:973–976

522 Hepatol Int (2010) 4:516–522

123


	A comparison of hepatitis B viral markers of patients  in different clinical stages of chronic infection
	Abstract
	Purpose
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Patients
	Statistical analysis

	Results
	Baseline characteristics
	Baselines characteristics and laboratory tests by clinical status
	Virologic tests by clinical status
	Liver-related deaths

	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


